The main authors of Breast Diseasefor Primary Care Physicians are an obstetrician-gynaecologist-endocrinologist, a radiation oncologist and a breast surgeon. They say in their preface that they have followed suggestions from several primary physicians, but the primary care in the title is very much the USA model rather than UK general practice. This is particularly obvious when they talk about what investigations the primary care physician might undertake and follow up. Although some British GPs may be happy to aspirate known breast cysts very few would undertake fine needle aspiration without first obtaining special training. Likewise GPs would not expect to follow up ultrasound and mammography results without recourse to a radiologist or a breast care consultant (surgeon or oncologist). Very little mention is made of the role of specialist referral or of dedicated breast care clinics, seen in the UK as the standard to aim for: there a breast specialist can be seen quickly, all the investigations can be done together, and (ideally) the patient is provided with a diagnosis and management proposals in one visit.
Other features in the book are not applicable in the UK. The American breast screening guidelines suggest breast self-examination monthly from the age of 20 years. The authors do acknowledge that breast self-examination has met with some controversy and certainly in the UK the emphasis has been on 'breast awareness' rather than selfexamination. This is because several studies have shown no benefit in early detection from self-examination and if anything it led to increases in referrals and benign biopsies. In the USA clinical breast examination is recommended 3yearly for women aged 20-39 and yearly after that. It is not clear who is supposed to do this, but I am aware of no evidence that suggests this sort of examination is effective in picking up early breast cancer; and for British GPs examination of women at these intervals is unthinkable, particularly at a time when we are being encouraged not to undertake unnecessary examinations. Again the recommendations for mammography differ substantially between the USA and the UK. In the USA women are advised to have yearly mammography after the age of 40 years; in the UK women aged 50-64 are routinely called for NHS mammography every 3 years and women older than this can have continued screening on request. The sections on the investigation and treatment of breast cancer are useful and up-to-date.
As a reference book, Breast Disease for Primary Care Physicians would be useful. However, for a primary care general practitioner in the UK the guidance that it offers is sometimes inappropriate. GPs in the UK are responsible for whole populations of women and their catchment may be very different from that of primary care physicians in the USA with a specific interest in breast conditions. John Langdon Down has until now been neglected by the medical biographers. His life had all the makings of a Victorian novel: the talented young man, sustained by his non-conformist faith and a loving (and efficient) wife, rises from small beginnings to a position of wealth and influence as a philanthropist and reformer of the care of the 'feeble minded'. As a sub-plot there is the alcoholic father and brother, the family's repeated bankruptcies, the mysterious and violent death of a son, and the early death of an only daughter.
What motivated John Langdon Down? As an assistant to his father, described as 'druggist, grocer and linen-draper' in a Cornish village, he would have noted the struggles of the poor to cope with mentally handicapped members of the family. He disliked the prospect of servitude as an assistant in his father's shop and studied pharmacy in London. This did not satisfy him, and he entered the London Hospital Medical School four years later. His first clinical appointment was as resident accoucheur, where he would have seen the damaging effects of neonatal asphyxia. W J Little (of Little's disease) was one of his teachers, and John Hughlings Jackson was a contemporary.
At the age of thirty, with no relevant training, Langdon Down was appointed medical superintendent at Earlswood Asylum for Idiots, at Redhill, in Surrey. Earlswood had been severely criticized by the Commissioners in Lunacy who, interestingly, used to pay unannounced visits; as a result the superintendent had resigned.
Langdon Down reorganized the administration of the institution and initiated a regimen of good food, stimulation and occupational training; physical restraint and corporal punishment were not allowed. In addition to his duties as superintendent he kept detailed records of his patients, photographed them and measured their skulls. He carried out postmortems in most of the fatal cases.
After ten years at Earlswood Langdon Down resigned over a disagreement with the Board. He bought the White House in Hampton Wick, which he renamed Normansfield. There he continued his enlightened policies; attention was paid to coordination of the tongue and mouth; each resident had a daily bath, and smoking was not allowed in the house or grounds. Some of his treatments now sound bizarre: a boy aged nine was reported to masturbate twenty times a day; Langdon Down prescribed ablution of his genitals with iced water (how many times a day?) and the boy was discharged 'recovered' one year later.
Langdon Down's ideas on management were influenced by three men John Connolly, superintendent of the Hanwell Asylum and a pioneer of humane treatment of the insane, and two French physicians Edouard Segguin and Benedict Morel. Seguin developed 'moral treatment' based on non-restraint and exercises to develop motor control. Morel believed that the human races were distinct species and classified them in a hierarchy according to their degree of civilization (i.e. their approximation to the modes and mores of Western European countries). Langdon Down developed this idea with a classification according to facial appearance and the shape of the skull (fortunately Franz Josef Gall's phrenology had been discredited some sixty years previously)-Caucasian (the majority), Ethiopian, Mongolian, and Aztec. This implied a reversion or degeneration into a more primitive human type. He later abandoned the classification, retaining only Mongolian, which he described as a specific condition in 1866. Langdon Down was clear that the Mongoloid condition was a congenital one and laid stress on a tuberculous family history. He noted a disparity between parental ages but failed to see the significance of advanced maternal age.
Professor Conor Ward draws attention to the fact that Langdon Down was the first to publish a description of what he termed 'polysarcia' now known as the Prader-Willi syndrome. In 1887 Langdon Down was invited to give three Lettsomian Lectures at the Medical Society of London; these with other papers, were published by the British Medical Journal in the same year. They were republished in 1990. Budapest: Acad6miae Kiad6, 1998 A visitor to a recent exhibition of contemporary art in London was overheard to say, 'You don't have to be mad to be an artist, but obviously it helps'. This cynical remark contains more than a grain of truth. After all, any expression of art is in essence an exploration of human imaginings, and such imaginings can be considered, by somewhat arbitrary standards, either 'normal' (sane) or 'abnormal' (mad), with a large indeterminate area between. What confuses the issue further is that technical skill per se is not unduly affected by the ravages of mental illness so that, given the opportunities, artists can still produce 'mad' work with consummate skill. For example, Chaim Soutine (1893 Soutine ( -1943 , a leading representative of French Expressionism, was patently mad; and so, from time to time, was Vincent Van Gogh (1853-1890), the most powerful influence in the same French movement and the greatest Dutch painter since Rembrandt: his tormented struggle with insanity finally ended in suicide. Nearer home, Richard Dadd (1817-1886) continued to produce his exquisite 'fairy paintings' whilst incarcerated in lunatic asylums, first in Bethlem and then in Broadmoor, where he died.
Despite all the attendant ambiguities, or perhaps because of them, the relation between art and mental illness has always intrigued scholars, and of late interest has been gathering momentum. Evidence to this effect is to be seen in the valuable bibliography published as an appendix to Irene Jakab's elegantly produced and beautifully illustrated book. This details over 300 publications, more than 20 of which are credited to Professor Jakab herself, as sole or joint author. What is particularly striking is that by far the majority of listed publications were written after 1950 and at least 45 in the past decade.
Professor Jakab is obviously a pioneer and an expert. An academic psychiatrist, she has held posts in her native Hungary and at the University of Pittsburgh and now teaches at Harvard Medical School. In Pictorial Expression in Psychiatry
